$"“% North Ottawa Community
%.~ Health System Weekly Assessment

Section One (To be Completed by Patient)

Name: DOB: Program Week Date:
Number:
List Changes to Medicines Since Last Visit Food Program
o VLCD o Healthy Living
o Slim & Trim o Other
o Whole New You
Describe any deviations from | Exercise: Type of Exercise:

the program:

Exercise: O Y O N
Days/Week:
Min/Day:

List Calories Consumed per Day:

Systems Review (Check if a current Problem)

0 Chest Pain 0 Swollen Ankles 0 Shortness of Breath

O Dry Mouth O Hair Loss 0 Palpitations

= Nausea = Vomiting = Abdominal Pain

0 Diarrhea 0 Constipation 0 Abnormal Bleeding

0 Other (Describe) 0 Fatigue 0 Blood Sugars ( if Diabetic)

Section Two (For Staff Use Only- To Be completed by Medical Staff)

Physical Exam
H&P Weight Previous Weight Today’s Weight Weight Change Total Weight Loss

Temp: 02: Pulse: Resp: BP: /

Symptom(s) Reviewed: [ Plan:

Staff Signature:
Dietitian/Exercise Physiologist Review
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Weekly Food / Activity Journal

Date

Week#

North Ottawa Community

Health System

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

Breakfast

Morning
Snack

Lunch

Afternoon
Snack

Dinner

Evening
Snack

Total
Calories =

Water
Intake
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Exercise
Activity
(minutes)
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Total
Exercise/Activity
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